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Global and Regional Status of Family
Planning and Reproductive Health

The USAID Agency goal of “world population stabi-
lized and human health protected” recognizes that stabi-
lization of rapid population growth and improved health
and nutrition (particularly for mothers and children) are
essential to sustainable development. By enabling peo-
ple to control the size of their families, resources are
made available at the household, national, and global
levels for enduring improvements in quality of life.
Moreover, improved health status of women and girls
plays a critical role in child survival, family welfare,
economic productivity, and population stabilization.
This serves the U.S. national interest by contributing to
global economic growth, a sustainable environment,
and regional security. Reduced population pressures
will also lower the risk of humanitarian crises in coun-

tries where population growth rates are highest.

A USAID objective of “unintended and mistimed preg-
nancies reduced” is driven by a development perform-
ance benchmark of total fertility rate reduced by 20 per-
cent between 1998 and 2007.

Population Vision

USAID's population program builds upon 35 years of
leadership and impact in international family planning
in collaboration with developing-country partners. It
draws upon the values endorsed at the 1994 United
Nations International Conference on Population and
Development (ICDP) in Cairo to provide a broad range
of reproductive health services, including, among oth-
ers, safe pregnancy; control and prevention of sexually
transmitted diseases (STDs) and HIV/AIDS; breastfeed-
ing promotion; and women's nutrition.! It meets emerg-

ing needs and takes on new challenges in a rapidly

changing world.

The program advances the multiple benefits of family
planning — the empowerment of individuals to choose
the number and spacing of births; enhanced maternal
and child health; reduced incidence of abortion; and
improved economic and environmental conditions

through more sustainable rates of population growth.

The program contributes to the USAID goal of stabiliz-
ing population growth and protecting human health. In
concert with USAID programs that focus on
HIV/AIDS, maternal health, child survival, and other
health issues, it also contributes to and benefits from
the Agency's efforts to achieve broad-based sustainable

development.

Vision Statement

With family planning as the core focus, the USAID

population program will:

* Enable individuals and couples to exercise their
right to avoid unintended pregnancy and other
risks to reproductive health, including those
associated with pregnancy, sexually transmitted
infections (STIs), and HIV/AIDS

» Expand and sustain access to quality services,
promote health behaviors, broaden contraceptive
availability and choices, and strengthen policies
and systems to address family planning and

reproductive health needs

* Support gender equity and devote special atten-
tion to the underserved and those most at risk of

adverse reproductive outcomes, including youth

1 This range of services extended well beyond the focus on “family planning,” which was usually equated with contraceptive services.



 Provide innovative technical leadership; foster
collaborative relationships with local, national,
and international partners; and forge linkages

with other relevant sectors

The program embraces the core values of field orienta-
tion, voluntary and informed choice, empowerment of
clients, evidence-based approaches, and measurable

results.

With 60 percent of the world's population located in
Asia and the Near East (ANE), changes in average fer-
tility rates in these areas have a tremendous impact on
the size of the world's population. The average total
fertility rate (TFR) for Asian and Near Eastern countries
(excluding China) in 2001 was 3.2, nearly a 25 percent
decline from a 4.3 average TFR in 1990. In countries
that still have relatively high fertility rates, USAID has
continued to make investments. Contraceptive preva-
lence in Asia and the Near East has increased sharply
since 1990 and now averages 51 percent among married

women ages 15 to 49.

The impact of family planning on maternal/child health
has special relevance to the ANE region, where the life-
time risk of death from pregnancy averages 1 in 20
(compared with 1 in 9,000 in northern Europe). The
United Nations Children's Fund (UNICEF) estimates
that meeting all global family planning needs would
prevent 175,000 maternal deaths annually and that the
unmet need for family planning is greater in ANE coun-
tries than in any other region. Virtually all (99 percent)
of maternal deaths occur in the developing world, and

56 percent of these occur in the ANE region.

USAID's ANE Bureau Priorities

USAID's regional priorities continue to be:

* The stabilization of population growth through
reducing fertility

* Greater integration of health and family planning
services to more fully address reproductive and
maternal health needs

» The prevention of the rapid spread of HIV/AIDS

USAID also focuses on improving coordination and
collaboration with other donors and promoting the sus-
tainability of population, health, and nutrition (PHN)
programs.

All regional USAID missions with PHN programs have
strategic objectives (SOs) to reduce fertility, and most
have SOs that include improving maternal and child
health by reducing infant, child, and maternal mortality.
Missions are addressing crosscutting themes in their
PHN country programs; these include population
momentum, access to quality services, and demand.
With the exception of Morocco and Jordan, all ANE
countries with USAID missions are implementing bilat-
eral HIV prevention projects, utilizing USAID's particu-
lar strengths and experience in behavior change, social
marketing, sentinel and behavioral surveillance, and
policy formulation initiatives. USAID also implements
a regional HIV/AIDS strategy, offering technical
assistance to missions and providing oversight and
funding to activities in non-USAID-presence countries
such as Laos.

Strategies and Approaches

The last decade has witnessed a global trend toward
integrated health and family planning programs.
Customers prefer “one-stop shopping” — the ability to
take care of a variety of health needs in a single visit.
USAID mission programs are increasingly integrated,
and integrated programs seem to be producing better
results. Nepal is a good example of an integrated
health and family planning program that includes litera-
cy, empowerment, and income generation. In addition,
informing prospective users of family planning about its
important role in preserving maternal and child health
challenges the perception that family planning programs
are solely concerned with fertility control.



Sector policy reform has been a powerful tool in
achieving success in fertility decline and improvements
in family health. The experience from high-performing
East Asian countries presents a compelling case for
such policy reform. For example, policies mandating
universal primary education and expanded secondary
education, especially for women, generated rapid
increases in labor force skills and contributed signifi-
cantly to improved health and fertility decline. The
now “graduated” countries of Thailand, Taiwan, and
South Korea — all countries that no longer receive
USAID assistance — are examples of such success. The
Philippines, Indonesia, and Morocco are moving in this
direction. Indonesia and Morocco have mature health
and family planning programs and have prepared and
started to implement transition plans to phase out bilat-
eral programs in the PHN sector. In Morocco, the plan
is proceeding on schedule, with transition to occur in
fiscal year (FY) 2000. In Indonesia, however, the tran-
sition plan is no longer viable because of the country's
financial and political crisis, and USAID/Indonesia will
be developing a new PHN strategy that better reflects

the current environment in the country.

The 1994 United Nations ICPD in Cairo called global
attention to the key role of population and reproductive
health issues in national development and the impor-
tance of female empowerment and education in achiev-
ing population stability. It greatly increased awareness
among donors and governments of the need to address
these issues. USAID missions are responding to this
mandate by implementing programs more directly
focused on reproductive health.

ANE missions work closely with donor partners to
leverage resources, avoid duplication, and promote effi-
cient packages of essential services. Collaboration with
donors and host governments has positive long-term
implications for sustainability. The ANE Bureau's pri-
mary donor partners in the PHN sector are UNICEEF, the
World Bank, the United Nations Population Fund
(UNFPA), the Asian Development Bank (ADB), the
United Kingdom's Department for International
Development (DFID), the European

Community (EC), and Japan through the U.S.-Japan
Common Agenda.

Until the mid-1990s, the term “family planning” was
widely interpreted to mean “contraceptive services.” In
the period leading up to and after the 1994 Cairo con-
ference, there was pressure within the population com-
munity to broaden the constellation of services to
respond to other reproductive health concerns of
women. In addition, the target audience of family plan-
ning and reproductive health programs has since been

enlarged to include adolescents and men.

“Family planning” is now regarded as a primary pre-
vention strategy for maternal and newborn health that
includes services targeting married and unmarried indi-
viduals and promoting delayed childbearing and birth
spacing. Acceptance of family planning is greater when
family planning services are integrated with
maternal/child health, postpartum, and post-abortion
care programs. In a UNFPA needs assessment in
Pakistan, a lack of integration between family planning
and other reproductive health services was cited as a
significant obstacle to increasing the use of contracep-
tion. This contrasts with successes in Jordan and
Tunisia, where postpartum care programs have provided
needed follow-up for mothers and newborns while
increasing subsequent use of modern family planning
methods. Increased use of family planning has also
been found among mothers practicing the lactational
amenorrhea method, which is associated with higher
rates of continuation with other family planning meth-
ods after breastfeeding stops. Post-abortion women
who are counseled on family planning also have greater

acceptance rates and fewer repeat abortions.

Family planning programs are monitored to ensure that
the expected results are achieved. Indicators commonly
used to monitor performance of family planning pro-

grams are:



High-level (impact) indicator: Total fertility rate

Second-level (outcome) indicators: Contraceptive

prevalence rate; couple-years of protection (CYP)

(proxy)

Third-level (process) indicators:

Access/ Access to family planning services
Availability: Supply of contraceptives
Trained providers
Service delivery points
Quality: Service delivery according to protocols
Systems performance (training,
supervision, logistics, stock-outs)
Demand: Mean desired family size

Desire to space or limit births
Approval of family planning
Knowledge of modern methods,

location of services

Sustainability: Public resource allocation for family
planning

Deregulation of family planning
activities

Mobilization of private sector

Contraceptive social marketing

As previously stated, USAID's population policy is
derived from the Agency's goal of “world population
stabilized and human health protected.” The Agency
recognizes that to maintain and improve the health and
nutrition of the world's population, it is essential to sup-
port programs that stabilize rapid population growth.
This approach serves the U.S. national interest by con-
tributing to global economic growth, a sustainable envi-

ronment, and regional security.

In collaboration with developing-country partners,

USAID's population programs have supported interna-

tional family planning for 35 years. With the intention
of ensuring quality family planning programs, Congress
and presidential administrations have enacted laws or
established policies that have implications for the deliv-
ery of family planning services. The most significant
of these are the Tiahrt amendment and the “Mexico
City policy” (sometimes referred to as the “global

gag rule”).

Tiahrt Amendment

In 1998, Congress enacted an amendment (known as
the Tiahrt amendment after its author Representative
Tiahrt of Kansas) to the FY 1999 Appropriations Act
that legislated specific requirements for international
family planning service delivery projects supported by
USAID. The intent of the legislation is to protect fami-
ly planning clients from coercion. The amendment was
reenacted with the FY 2000 and FY 2001
Appropriations Acts and is expected to remain part of

appropriations law for the foreseeable future.

While the principles of voluntarism and informed
choice guide USAID's entire population program, the
specific requirements of the Tiahrt amendment apply to
projects that receive USAID development assistance
(DA) funds and involve family planning service deliv-
ery activities. Under the Tiahrt amendment, a “project”
is defined as a discrete activity through which a govern-
mental or nongovernmental organization (NGO) pro-
vides family planning services to people and for which
DA funds, or goods or services financed with DA funds,
are provided. Specifically, the Tiahrt amendment
directs that:

* Service providers and referral agents in family
planning projects cannot implement or be subject
to quotas relating to numbers of births, family
planning acceptors, or acceptors of a particular

family planning method.

» There be no incentives to individuals in exchange
for becoming acceptors or to program personnel

for achieving targets or quotas for numbers of



births, acceptors, or acceptors of a particular
family planning method.

* Rights or benefits not be withheld from persons

who decide not to become acceptors.

» Acceptors receive comprehensible information on
health benefits and risks of the family planning
method chosen, including known adverse side
effects, and conditions that might make the

method chosen inadvisable.

* Provision of experimental family planning meth-
ods occurs in the context of a scientific study in
which participants are advised of potential risks
and benefits.

* A single violation of the requirements of the
Tiahrt amendment must be reported to Congress.
In the case of the comprehensible information
requirement, a pattern or practice of violations

must be reported to Congress.

Mexico City Policy

The Mexico City policy announced by President
Reagan in 1984 required NGOs to agree, as a condition
of their receipt of federal funds, that they would neither
perform nor actively promote abortion as a method of
family planning in other nations. This policy was in
effect until President Clinton rescinded it on January
22,1993.

Under the policy as reinstated by President George W.
Bush on January 22, 2001, foreign NGOs must certify
that they will not perform or actively promote abortion
as a method of family planning as a requirement for
receiving population assistance for family planning
activities under grants and cooperative agreements.
Abortions provided in cases where the mother's life
would be endangered if the fetus were carried to term
and in cases of pregnancy following rape or incest are
excluded from the requirement.

The following pages contain a four- to five-page
description of family planning/reproductive health pro-
grams in each of the listed ANE countries. Each brief
includes indicators related to family planning and repro-
ductive health followed by historical and background
information on the country's development (especially as
it pertains to family planning and reproductive health)
and sections on USAID health programs and strategies,
national health policy and plans, and other donors

active in the country.
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Bangladesh

USAID has been a key supporter of health and
family planning programs in Bangladesh since 1972,
providing more than $650 million in development
assistance funding in this sector. USAID is the sec-
ond largest donor in the population/health sector,
after the World Bank and its partner consortium.
U.S. partnerships with the Government of
Bangladesh and local nongovernmental organiza-
tions in health and population have created one of
the most successful population programs in the
world. Areas of emphasis include behavior change,
increased integration of health and family planning
services, and improved quality, management, and
sustainability of facilities and services. Current
challenges include shifting service delivery from
doorstep delivery to a facility-based approach and
utilizing the potential of the private sector.

Indicators
Population 133.5 Million
Urban 21%
Crude Birth Rate 28 per 1,000
Crude Death Rate 8 per 1,000
Annual Growth Rate 1.6%
Male:49%

Adult Literacy Rate

Government Agency for Population Policy

Maternal Mortality Ratio

Births Attended by Trained Health Personnel

DHS Years

Source of Family Planning Supplies

Most Common Family Planning Method

Female: 26%

National Population Council

596 per 100,000 live births

13%

1994,1997, 2000 (preliminary)

Public programs: 65%
Private sector:29%
NGO sector: 5%

Oral contraceptives




Bangladesh’s 133.5 million people — approximately half
the United States’ population — live in an area the size
of Wisconsin. The country is located in the northeast
corner of the South Asian subcontinent on a fertile river
delta. With a population density of 2,401 people per
square mile, it is one of the world’s most densely popu-
lated countries. It is also one of the world’s poorest
countries. Some 36 percent of the population lives
below the poverty line, with 68 percent of children
affected by some form of malnutrition.

Despite the recent discovery of substantial natural gas
reserves, Bangladesh continues to face enormous chal-
lenges in ensuring that food, energy, shelter, and other
essential goods and services are available to its popula-
tion, which is expected to surpass 200 million by 2035.

The United States has provided $4.5 billion in develop-
ment assistance, food aid, and disaster relief to
Bangladesh since the country became independent in
1971. Bangladesh is an important country for U.S.
assistance, not only because of its size and need but
also because of its potential as a leader of the moderate
Islamic world and as a positive force for regional
peace, stability, and growth in South Asia. U.S. foreign
policy objectives in Bangladesh encourage stable
democratic governance, respect for human rights, and
market-oriented economic growth. The USAID pro-
gram supports these foreign policy objectives and also
serves U.S. global interests in stabilizing world popula-
tion, eliminating hunger and food insecurity, protecting
human health, and promoting environmentally responsi-

ble growth.

The Mission Strategic Objective (SO) 1, Fertility
Reduced and Family Health Improved, is supported by
the following intermediate results (IRs): [Note:
USAID/Bangladesh is currently in the process of revis-

ing its results package.]

IR 1.1: Increased use of high-impact elements of
an “essential services package” among
target populations, especially in low-per

forming areas

IR 1.2:  Increased knowledge and changed behaviors
related to high-priority health problems,

especially in low-performing areas

IR 1.3:  Improved quality of services at National
Integrated Population and Health Program

(NIPHP) facilities

IR 1.4:  Improved management of NIPHP service

delivery organizations

IR 1.5:  Increased sustainability of NIPHP service

delivery organizations

U.S. partnerships with the Government of Bangladesh
and indigenous nongovernmental organizations (NGOs)
in health and population have created one of the most
successful population programs in the world. As a result
of the program’s success, the contraceptive prevalence
rate rose from 30 percent in 1986 to 54 percent in 2000,
while fertility fell from 5.6 births per woman in 1987 to
approximately 3.3 in 2000. USAID support for
Bangladesh’s Social Marketing Company has helped
the company become one of the premier social market-
ing institutions in the world. The company supplies
temporary methods of contraception and oral rehydra-
tion salts nationwide. In addition, oral rehydration ther-
apy techniques developed with substantial USAID sup-
port in Bangladesh have saved lives all over the world
by preventing deaths caused by cholera and other diar-

rheal diseases.

USAID has been a key supporter of health and family
planning programs in Bangladesh since 1972, providing
over $650 million in Development Assistance funding
in this sector. Most of this funding has gone to the fam-
ily planning program, which dominated the first two
decades of USAID’s population, health, and nutrition
activities in Bangladesh. Consistent with changes in

government policy, however, USAID’s emphasis since



1997 has been on providing integrated health and fami-
ly planning services via the “essential services package”
(ESP). USAID supports 45 indigenous NGOs, assisted
by two U.S. grantees, in providing the ESP through
fixed and satellite clinics serving about 17 percent of

the population.

USAID also supports improved program performance
in the government sector through the development of an
integrated management information system; operations
research and technical assistance in family planning
logistics; and selected child health initiatives, including
immunization, vitamin A supplementation, and polio
eradication. In recent years, USAID’s funding has come
from the Child Survival and Disease account and popu-
lation-directed funds, reflecting this more balanced

approach to sector programming.

Through its National Integrated Population and Health
Program (NIPHP), USAID/Bangladesh has been the
leader in implementing many of the reforms to integrate
health and family planning services that emphasize the
ESP while also gradually shifting away from doorstep
service delivery to a facility-based approach. With the
continuing need for improved and expanded health and
family planning services, USAID should anticipate a
continued major role in this sector in the future. A
major challenge will be to better harness the efficien-
cies of the private sector in providing these services.
Under NIPHP, USAID has started to implement this
approach and will continue through 2010 to help the
government shift its emphasis from providing services
directly to regulating, supervising, evaluating, and
financing the provision of services by private contrac-

tors and grantees.

USAID’s major partners are the International Centre for
Diarrhoeal Disease Research, Bangladesh, for opera-
tions research; Management Sciences for Health for
technical support related to immunization and other
child health services; EngenderHealth for quality
improvement activities; John Snow, Inc., for urban
service delivery and logistics management; and

Pathfinder International for rural service delivery.
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Since its independence, Bangladesh has experienced
significant changes in population size and growth. In
1971, the population numbered 73 million. The total
fertility rate was 6.4 births per woman, which con-
tributed to a population growth rate of 3.0 percent per
year. The impressive success of Bangladesh’s family
planning program has reduced fertility to 3.3 births per
woman and has slowed population growth to 1.6 per-

cent per year.

These achievements are largely attributable to a service
delivery strategy that compensated for restrictions on
women’s mobility by providing services at the client’s
doorstep. The country’s less developed health services
sector also adopted this strategy. In recent years, how-
ever, growing demand, limited resources, increased
women’s mobility, and the need to broaden the range of
services to include long-term clinical methods required
a major change in strategy. Current government policy
is to provide the ESP through integrated health and
family planning services, which were previously pro-
vided through separate programs with separate staffs
and infrastructures. Health workers will gradually be
placed in a greatly expanded number of community
clinics that will provide all ESP services (family plan-
ning, maternal and child health, communicable disecase
control, and limited curative care). The progress of this
transition has been slow, and satisfactory completion of

the process will take time.

In 1999, USAID and the donor community provided
new funding of about $1.9 billion for development
activities in Bangladesh. The United States contributed
just over 4 percent of this funding. Approximately 75
percent of donor assistance went into roads and trans-
port, energy, agriculture and rural development, health
and family welfare, water resources, education, and
religious activities. Most of the major donor countries
and agencies provide support to Bangladesh. The World
Bank, the Asian Development Bank (ADB), Japan, the



European Union, and USAID are the five largest sup-

porters of development activities in the country.

The Bangladesh government has adopted a sector-wide
approach to managing and coordinating all donor inputs
in the health sector. There is a 14-member donor con-
sortium of nine bilateral and five multilateral donors.
USAID is a member of the consortium, which focuses
on a variety of systemic reforms in the government sec-
tor. These reforms are implemented under the World
Bank’s large Health and Population Sector Program
(HPSP). USAID does not fund HPSP but coordinates
closely with it. USAID, the U.K. Department for
International Development, and ADB are the major
donors supporting NGO activity in the sector, with
each donor having clearly delineated and coordinated

coverage areas.

Annual expenditures approach $80 million for integrat-
ed government services via the HPSP. UNICEF pro-
vides approximately $8 million of annual support for
child survival and selected maternal health activities.
Through the U.S./Japan Common Agenda, Japan has
provided or committed more than $15 million since
1995 for the immunization program (primarily vac-
cines) and the expansion of family planning services
through local governments. Future programming will
focus on polio eradication, immunizations, reproductive
and maternal health, infectious diseases, and improving
vitamin A consumption. USAID is the second largest
donor in the population/health sector, after the World

Bank and its partner consortium.
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Comments on this family planning/reproductive health
country brief were received from the USAID/Vietnam
office on 9/27/01.



Indicators and Trends

Contraceptive Prevalence and Total Fertility, |991-2000
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CPR (% MWRA) 39.9 44.6 49.2 53.8
TFR (child/woman) 43 3.4 33 33
Infant MOI’ta|Ity Rate 87.4 82.2 66.3
(deaths/1,000 live births)
% Currently Married Women
Using Family Planning by Method, 1993/1994 — 1999/1997
1993/1994 1999/2000
Any Method 446 53.8
Traditional 8.4 103
Modern 36.2 434
Method Mix
Sterilization (F)8.1 (M) 1.1 (F) 6.7 (M) 0.5
Oral contraceptives 17.4 23
Condom 3.0 4.3
Injectables 4.5 7.2
Implants N/A N/A
IUD 2.2 1.2

13



The percentage of MWRA at risk of preg-

nancy who do not want any more chil-

dren or want to postpone the next birth
for two years or more but who are not
presently using any method of contracep-

tion

Data sources:

Population, % urban, crude birth and
death rates: Population Reference Bureau
(PRB) World Population Data 2001.
Annual growth rate: U.S. Bureau of the
Census, International Database, 2000.
Literacy rates: PRB Women of the World
Data 1998.

Maternal mortality ratio: Hill et al.
Estimates of maternal mortality for 1995
WHO Bulletin, vol. 79, no. 3, 182-193.

Other indicators: DHS reports, most cur-
rent year if no year specified. Trend data
for TFR, CPR, and infant mortality may
include data from national census or other
source as reported in DHS. Infant mortali-
ty is reported for the 0- to 4-year period
before the survey.

Unmet Need by Age
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India

Since initiating assistance to the Government of
India in 1951, USAID has provided $13 billion in
food aid and development assistance. Fertility in
India has declined during the 50 years of USAID
assistance, but high fertility and poor reproductive
health remain critical problems.The goal of
USAID/India’s family planning program is to
improve the quality and use of reproductive health
and family planning services in Uttar Pradesh state
through training, social marketing, logistics, and
behavior change. The World Bank also supports
reproductive health services in Uttar Pradesh.
Challenges that contribute to high fertility and
rapid population growth include illiteracy, low sta-
tus of women, and limited access to services.

Indicators
Population 1,033 Million
Urban 28%
Crude Birth Rate 26 per 1,000
Crude Death Rate 9 per 1,000
Annual Growth Rate 1.6%
Male: 65%

Adult Literacy Rate

Government Agency for Population Policy

Maternal Mortality Ratio

Births Attended by Trained Health Personnel

DHS Years

Source of Family Planning Supplies

Most Common Family Planning Method

Female: 38%

National Commission on Population

437 per 100,000 live births

42%

1993, 1999

Public programs: 76%
Private sector:21%

Oral contraceptives
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Nearly 50 years ago, India became the first country in
the developing world to initiate a state-sponsored fami-
ly planning program aimed at lowering fertility and
slowing population growth. Since the program’s incep-
tion, fertility levels have steadily declined throughout
the country, although at varying paces in different
regions. Despite the overall decline, the reproductive
health situation remains poor. The growth rate contin-
ues above replacement level, and India’s population is

expected to surpass China’s by 2040.

Since its inception in 1951, India’s National Family
Planning Program has been dominated by demographic
goals. In the mid-1960s, the central government intro-
duced method-specific family planning targets and set
goals for states to pursue at the local level. The program
focused primarily on sterilization, severely restricting
client choice and limiting availability to a narrow range
of services. The program subsequently evolved into the
Family Welfare Program, which today administers fam-
ily planning and maternal/child health services through
primary and community health centers and district and

subdistrict hospitals.

In April 1996, the Indian government decided to abolish
method-specific family planning targets throughout the
country. In October 1997, the government reoriented
the national program and radically shifted its approach
in order to address health and family limitation needs
more broadly. The new approach involves a more com-
prehensive set of reproductive and child health services
and a focus on client choice, service quality, gender
issues, and underserved groups, including adolescents,
postmenopausal women, and men. The long-term objec-
tive of the new policy is to achieve a stable population
by 2045.

The Mission Strategic Objective (SO) 2, Reduced
Fertility and Improved Reproductive Health in North

16

India, is supported by the following intermediate results
(IRs):

IR 2.1:  Increased quality of public sector services in
Uttar Pradesh

IR 2.2:  Increased use of family planning services in
Uttar Pradesh

IR 2.3:  Increased use of reproductive health services

in Uttar Pradesh

With a billion people, India accounts for 16 percent of
the world’s population. It adds a further 18 million peo-
ple a year to its population, which represents one-fifth
of global population growth. The purpose of the
USAID Mission’s SO 2 is to reduce the high level of
fertility and improve women’s reproductive health in

northern India.

The major intervention under SO 2 is the Innovations in
Family Planning Services (IFPS) activity in Uttar
Pradesh, India’s most populous state with 166 million
people. The Program for the Advancement of
Commercial Technology/Child and Reproductive
Health complements IFPS and is designed to stimulate
private sector participation and commercial partnerships
for the development, promotion, and availability of

reproductive health and child survival technologies.

Most program interventions under [FPS are targeted in
29 selected districts of Uttar Pradesh state. Activities
across the state include training of medical personnel;
contraceptive social marketing; contraceptive logistics;
and information, education, and communication pro-
grams. Each intervention is tested on a small scale in
selected areas or districts and, if it demonstrates sound
potential, is scaled up in a phased manner to cover
additional districts. The IFPS activity features an inno-
vative performance-based disbursement system in
which funds are only disbursed to the Indian govern-

ment upon achievement of specific benchmarks.



The major grantees are the state’s IFPS agency and
ICICI Limited, which provides technical assistance for
critical subgrantees. Technical cooperating agencies
include EngenderHealth; CARE; the Center for
Development and Population Activities (CEDPA);
Johns Hopkins University; the Futures Group
International; Deloitte Touche Tohmatsu; the University
of North Carolina; Macro International, Inc.; the
Program for Appropriate Technology in Health (PATH);
the Population Reference Bureau; the Population
Council; the U.S. Bureau of the Census; and John

Snow, Inc.

In March 2000, the Government of India promulgated a
national population policy that espouses voluntary fam-
ily planning, expansion of choices, and improved quali-
ty of services. All of these are consistent with U.S. poli-
cy and the IFPS project agreement, but the policy also
contains provisions that may be construed as “incen-
tives.” A review of the policy by USAID/Washington
and the Department of State has ascertained that the
IFPS project is in compliance with U.S. law and policy.

The policy’s guiding philosophy is that population con-
trol can be better achieved by improving conditions for
people living below the poverty line, which will occur
through a greater focus on such issues as child survival
and health, illiteracy, empowerment of women, and
increased participation of men in planned parenthood.
The immediate objective of the policy is to address the
needs for contraception, health care infrastructure,
health personnel, and integrated service delivery. The
medium-term objective is to bring the total fertility rate
to replacement levels by 2010, and the long-term objec-

tive is to achieve a stable population by 2045.

The policy identifies 14 national sociodemographic
goals. They include providing free compulsory educa-
tion up to 14 years of age; reducing infant mortality rate
to below 30 per 1,000 live births; ensuring universal
immunization; achieving 80 percent institutional birth

deliveries; providing access to health information; con-
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taining the spread of AIDS; preventing and controlling
other communicable diseases; promoting small family
norms; and conducting a people-centered family wel-

fare program.

Apart from USAID, the World Bank is the only other
donor working in reproductive health in Uttar Pradesh.
The Bank-supported Reproductive Child Health
Program focuses on different districts than the IFPS
activity. Both USAID and the Bank provide support for
contraceptive logistics statewide. Whereas USAID sup-
ports training and quality improvement in logistics
management and information systems, the Bank sup-

ports the cost of infrastructure.

Comments on this family planning/reproductive
health country brief were not received from the

Mission or Country Coordinator.



Indicators and Trends

Contraceptive Prevalence and Total Fertility, 1993-1999
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Any Method 41 48
Traditional 4 5
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Condom 24 3
IUD 1.9 1.6
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Unmet Need by Age

The percentage of MWRA at risk of preg-

nancy who do not want any more children * -

or want to postpone the next birth for two 7 -

years or more but who are not presently 24

using any method of contraception 21 [
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Nepal

USAID has provided development assistance to
Nepal since 1951 and is the lead donor for both
the national family planning program and private-
sector family planning activities. USAID’s support
for family planning in Nepal aims to increase use
of contraceptives through expanding access to
quality services.While there is a high level of
awareness of family planning in Nepal, the key
challenge is a large unmet demand for services.

A

Indicators
Population 23.5 Million
Urban 11%
Crude Birth Rate 35 per 1,000
Crude Death Rate 11 per 1,000
Annual Growth Rate 2.3%
Male: 41%

Adult Literacy Rate

Government Agency for Population Policy

Maternal Mortality Ratio

Births Attended by Trained Health Personnel

DHS Years

Source of Family Planning Supplies

Most Common Family Planning Method

Female: 14%

Ministry of Population
and Environment

826 deaths per 100,000 live births

9%

1987,1996, 2001

Public programs: 79%
Private sector:21%

Female sterilization
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Nepal’s per capita income of $210 makes it the seventh
poorest country in the world. Almost half its citizens
live in absolute poverty. A limited natural resource base,
rapid population growth, environmental degradation,
low levels of social development, and widespread

poverty present formidable development challenges.

Agriculture accounts for more than 40 percent of
Nepal’s gross domestic product and employs approxi-
mately 80 percent of the population. Only 30 percent of
the land is arable. At its current growth rate of 2.3 per-
cent, the population of 23 million will double in 29
years, and this growth will place enormous burdens on
the environment, the economy, and health care and

other services.

Since becoming a democracy in 1991, Nepal has made
important advances in economic liberalization and in
strengthening democratic governance at national and
local levels. Elections have been free and fair, and tran-
sitions between governments have been peaceful. Nepal
has formulated a sustainable market-driven agricultural
growth strategy and has also made substantial progress
in responding to the high demand for family planning
services. Continued progress on these fronts is neces-
sary to alleviate poverty and maintain popular support

for the new democracy.

The Mission Strategic Objective (SO) 2, Reduced
Fertility and Protected Health of Nepalese Families, is
supported by the following intermediate results (IRs):

IR 2.1: Increased use of quality family plan-
ning services

IR 2.2: Increased use of selected maternal
and child health services

IR 2.3: Increased HIV/STD prevention and

control practices by high-risk groups
in targeted areas
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IR 2.4: Strengthened capacity and programs
to control selected infectious diseases

The major purposes of the USAID/Nepal health pro-
gram are to reduce fertility and improve maternal and
child health. These objectives are being met, but the
needs in Nepal are vast — maternal mortality (826
maternal deaths per 100,000 live births) is among the
highest in the Asia/Near East region, population growth
is 2.3 percent, and under-five mortality is an estimated
92 deaths per 1,000 live births. Program objectives are
met by expanding the use of quality voluntary family
planning services; improving selected maternal and
child health services; increasing HIV/STD prevention
and control practices among high-risk groups; and
strengthening institutional capacity and control of
selected infectious diseases with a focus on vector-

borne diseases and antimicrobial resistance.

USAID-supported programs deliver services nationwide
through government agencies and units, local and inter-
national nongovernmental organizations (NGOs), con-
tractors, and the private sector. A network of U.S.-based
and local NGOs provides integrated family planning
and community-based health services in 23 districts.
The potential beneficiaries of the family planning/repro-
ductive health program include the entire reproductive-
age population, more than 11 million people. Child
health services will reach about 90 percent of children
under age 5 (about 3.5 million children). A
maternal/neonatal health program initiated in 2000 is
improving the policy environment and program coordi-
nation through a multidonor national Safe Motherhood
subcommittee chaired by the government and a Safe
Motherhood newsletter that provides a forum for infor-
mation sharing and policy advocacy. The program has
also developed a hospital-based district-level training
package for delivering obstetric first aid to women in
remote communities, and a birth-preparedness package
to help women, families, and communities plan and
prepare for pregnancy is under development. Through
a program to better inform consumers of health and
family planning services, over 10,000 women have

completed health education and adult literacy classes.



Community health workers also provide information
and services to promote family planning, child spacing,
and safe birthing practices as well as to control diar-
rheal diseases, pneumonia, vitamin A deficiency, and
HIV/AIDS.

USAID is the lead donor for both the national family
planning program and private-sector family planning
activities. Contraceptive distribution through private
pharmacies has increased 84 percent under a USAID
program to train pharmacists to dispense Depo-Provera.
Since 1996, USAID has provided more than $2.5 mil-
lion to support the development of a nationwide
Logistics Management Information System (LMIS) to
keep track of contraceptive stocks throughout the coun-
try. In 2000, the LMIS forecast that a national shortfall
of contraceptives would occur beginning in 2001, and
USAID, other donors, and the Nepal government (for
the first time committing its own resources to contra-
ceptive procurement) responded to avert the shortfall.
With the improvements in contraceptive supply brought
about by the LMIS, 84 percent of district warehouses
now stock a three-month supply of essential contracep-
tives. For the future, USAID is helping the government
develop an action plan for contraceptive security to pro-
mote long-term sustainability of the country’s contra-

ceptive supply.

To ensure high-quality family planning services,
USAID continues support for the efforts of the Ministry
of Health’s Quality of Care Management Center to
monitor and improve clinical services, with a focus on
appropriate counseling and informed consent. USAID
also supports two innovative national radio programs
that are increasing family planning provider knowledge
and educating the public on the importance of family

planning and other health information.

USAID works with a wide network of contractors,
grantees, and other agencies. Its principal partners in
family planning/reproductive health are Family Health
International (FHI); the Center for Development and
Population Activities (CEDPA); EngenderHealth; Johns
Hopkins University; John Snow, Inc./Family Planning

Logistics Management (FPLM); and the U.S. Centers

for Disease Control and Prevention (CDC).

The Family Planning Association of Nepal (FPAN) was
established in 1959 to create awareness about the need
and importance of family planning. It did not offer any
family planning services until 1975, however. Initially,
these services were limited to the Kathmandu valley.
The work of FPAN led to the establishment at the gov-
ernmental level of the semiautonomous Nepal Family
Planning and Maternal Child Health Project in 1968.
This project gradually covered all 75 districts of Nepal.

Government-run family planning services have since
remained an integral part of health services. Health
services in Nepal are delivered through national,
regional, zonal, and district hospitals, primary health
care centers, health posts, and subhealth posts, all of
which provide condoms, oral contraceptives, and
injectable contraception on a regular basis. Peripheral
health workers and volunteers also provide these meth-
ods. Services such as Norplant implants and IUD inser-
tions are only available at a limited number of hospi-
tals, health centers, and selected health posts where
trained providers are available. Depending on the dis-
trict, sterilization services are provided at static sites
(21 districts), through scheduled seasonal services, or

via mobile outreach services.

In 1995, the Ministry of Population and Environment
was established as a separate ministry for population-
related activities, a sign of the government’s strong
commitment to population programs. This ministry is
primarily responsible for formulating and implementing
population policies, plans, and programs, and for moni-
toring and evaluating these programs. Along with the
Ministry of Health, it is responsible for implementing
programs of action recommended by the 1994 Cairo
conference on population and development.

The Ministry of Health remains responsible for repro-
ductive health-related population activities such as fam-



ily planning, safe motherhood, adolescent reproductive
health, STD, and infertility programs. At the central
level, the Family Health Division in the Department of
Health Services is responsible for planning, supervis-
ing, and implementing family planning activities.
National and regional training centers are responsible
for training field workers for reproductive health servic-
es. The National Heath Education, Information, and
Communication Centers of the Department of Health
Services conduct information and education activities in

reproductive health.

USAID actively collaborates in the health sector with
other donors, including United Nations Development
Programme, UNFPA, UNICEF, WHO, the Australian
Agency for International Development, the U.K.
Department for International Development (DFID), the
Japan International Cooperation Agency (JICA), the
German technical cooperation agency GTZ, and the
German development bank KfW. UNFPA and USAID
work together very closely in the family planning pro-
gram, with UNFPA taking a greater role in Ministry of
Health data management and contraceptive procure-
ment. KfW is cofunding the Commercial Retail Sales
project for the social marketing of condoms, contracep-
tives, and oral rehydration salts. There has been increas-
ing cooperation with WHO for cofunding workshops
and collaborating on other activities in the infectious
diseases program. JICA is also interested in future col-

laboration on this program.
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Comments on this family planning/reproductive health
country brief were received from the Country
Coordinator on 10/30/01.



Indicators and Trends

Contraceptive Prevalence and Total Fertility, 1981-2001
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* 1996 DHS did not include pregnant women when calculating contraceptive prevalence, which is thus higher than would

be obtained using standard method of calculation.

% Currently Married Women Using Family
Planning by Method, 1987-2001

1987 1996 2001
Any Method 285 (no breakdow?)
Traditional 25
Modern 15.7 26.0
Method Mix
Sterilization (F) 6.8 (M) 6.2 (F)121(M)5.4
Oral contraceptives 0.9 1.4
Condom 0.6 1.9
Injectables 0.5 4.5
Implants N/A 0.4
D 0.1 0.3
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The percentage of MWRA at risk of preg-
nancy who do not want any more children
or want to postpone the next birth for two
years or more but who are not presently

using any method of contraception

Data sources:

Population, % urban, crude birth and
death rates: Population Reference Bureau
(PRB) World Population Data 2001.
Annual growth rate: U.S. Bureau of the
Census, International Database, 2000.
Literacy rates: PRB Women of the World
Data 1998.

Maternal mortality ratio: Hill et al.
Estimates of maternal mortality for 1995:
WHO Bulletin, vol. 79, no. 3, 182-193.

Other indicators: DHS reports, most cur-
rent year if no year specified. Trend data
for TFR, CPR, and infant mortality may
include data from national census or other
source as reported in DHS. Infant mortali-
ty is reported for the 0- to 4-year period
before the survey.
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Pakistan

Between 1948 and 1990, USAID and its predeces-
sor agencies provided Pakistan with $7.9 billion in
assistance. Pakistan became a USAID “nonpres-
ence” country after bilateral assistance ceased in
1995, but USAID continues to fund social sector
activities by nongovernmental organizations in
family planning and reproductive health. Despite
being one of the first developing countries to
establish a family planning program, Pakistan has
achieved little progress in increasing contraceptive
use and reducing fertility. Challenges have included
social and cultural constraints and inconsistent
political and financial support.

Indicators
Population 145 Million
Urban 33%
Crude Birth Rate 39 per 1,000
Crude Death Rate 11 per 1,000
Annual Growth Rate 2.2%
Male: 50%

Adult Literacy Rate

Government Agency for Population Policy

Maternal Mortality Ratio

Births Attended by Trained Health Personnel

DHS Years

Source of Family Planning Supplies

Most Common Family Planning Method

Female: 24%

Ministry of Population Welfare and
the Ministry of Planning

201 per 100,000 live births

19%

1991

Public programs: 53%
Private sector:45%

Female sterilization
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Starting in the 1950s, Pakistan was one of the first
developing countries with a large population to support
and implement family planning activities. Subsequent
five-year national development plans have noted rapid
population growth and included provisions to support a
family planning program to address the issue. These
development plans have adopted different approaches
and strategies, in terms of program design, coverage,
outreach, supervision, and guidance, to promote the
concept of a small family norm and encourage the use
of modern family planning methods. Due to inconsis-
tent governmental commitment and social and cultural
constraints, however, the program has not effectively
provided or generated widespread demand for family
planning services. After several decades of operation,
the program has had little effect in inhibiting fertility,
and contraceptive use remains low. Financial and opera-
tional obstacles have also hindered the program, which
reaches only 25 to 30 percent of the population, with
family planning facilities more concentrated in urban

than rural areas.

USAID and its predecessor agencies provided Pakistan
with $7.9 billion in assistance from 1948 to 1990. In
1990, the USAID Mission for Pakistan (and
Afghanistan) began an orderly, phased close-out after
the Pressler amendment on nuclear nonproliferation
mandated the termination of economic and military
assistance to the country. The USAID bilateral develop-
ment program closed on May 28, 1995, and Pakistan is

now a USAID “nonpresence” country.

Although the Pressler amendment required termination
of bilateral USAID assistance, the subsequent Harkin,
Glenn-Symington, and Brown amendments, as well as
“notwithstanding” legislation, opened some avenues for
USAID assistance. These avenues have included the
Trade and Development Agency (TDA), the Overseas
Private Investment Corporation (OPIC), the Export-
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Import Bank (EX-IM), the Global Learning and
Observation to Benefit the Environment (GLOBE) pro-
gram, assistance under public law 480 (PL-480), and
especially assistance to nongovernmental organization
(NGO) programs.

Pakistan’s nuclear testing in May 1998 necessitated a
review of all U.S. assistance. In general, PL-480 and
NGO humanitarian assistance to Pakistan were allowed to
continue. TDA, OPIC and EX-IM assistance programs

were temporarily suspended but have since been restored.

In September 1994, while attending the United Nations
International Conference on Population and
Development in Cairo, Vice President Gore advised
Pakistan’s Prime Minister Bhutto that the United States
would fund social sector assistance activities in
Pakistan implemented by NGOs. During her November
1997 visit to Pakistan, Secretary of State Albright
renewed and extended this commitment.

The resulting Pakistan NGO Initiative (PNI), authorized
April 10, 1995, is a $19 million, six-year USAID pro-
gram implemented through grants to the Asia
Foundation and the Aga Khan Foundation. It is separate
from but complementary to the Government of
Pakistan’s national Social Action Plan (SAP), which is
funded by the World Bank.

PNI’s purpose is to strengthen NGO capacity to work
with local community-based organizations to improve
basic education, literacy and skills development, repro-
ductive health (including family planning), mother and
child health, and income-generation opportunities. PNI’s
primary focus is on community participation and, most
importantly, the empowerment of women and girls. PNI
supports USAID’s strategic objectives in maternal/child

health, child survival, and basic education.

PNI operates independently of the Pakistani govern-
ment and is coordinated with major donors, whose pro-
grams are focused on Pakistan’s priority needs as
defined in the World Bank-supported SAP. The SAP
encourages NGO and private sector participation in the



delivery of social services. PNI thus complements other

donor programs and national priorities.

Despite years and millions of dollars of assistance from
USAID and others, population growth, family planning,
and basic education remain paramount concerns in
Pakistan. With 145 million people, Pakistan is already
the world’s seventh most populous country; it will rank
fifth in 2020, when its population is projected to reach
262 million, and third in the world, behind China and
India, in 2050.

The Ministry of Health provides health care services
through government hospitals and other health care out-
lets. The objective of the health policy is to reduce the
incidence of morbidity and mortality by providing pre-
ventive and curative care to the whole population.
Reducing infant and child mortality, curtailing severe
undernutrition among children and mothers, and
improving child survival and safe motherhood receive

specific attention.

To combat high childhood morbidity and mortality from
infectious and communicable diseases, an immunization
program was initiated in 1978. The program, which was
greatly accelerated in 1982 with WHO and UNICEF
collaboration, protects infants and young children
against six common diseases and pregnant mothers
against tetanus. The WHO Expanded Program on
Immunization is a major component of this effort to

provide universal immunization.

High maternal mortality is a health policy priority.
Mothers receive antenatal and postnatal services at
maternal and child health centers. These services are
complemented by projects focusing on child survival
and nutrition through growth monitoring, adequate food
supplementation, and breastfeeding promotion.

The government is committed to improving the quality
of health services and the coverage of primary health
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care services, especially in rural areas. Provincial health
departments provide these services through “basic

health units” and rural health centers.

All donor programs are focused on Pakistan’s needs as
defined in the World Bank-supported SAP. The main
donors are the Asian Development Bank, WHO,
UNICEF, the Canadian International Development
Agency (CIDA), and the European Union.

Comments on this family planning/reproductive
health country brief were not received from the

Country Coordinator.



Indicators and Trends

Contraceptive Prevalence and Total Fertility, 1975-1997
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Condom 2.7 42
Injectables 0.8 1.4
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Unmet Need by Age

The percentage of MWRA at risk of preg-
nancy who do not want any more children
or want to postpone the next birth for two
years or more but who are not presently
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Cambodia

USAID began assistance to Cambodia in 1986.
Since the 1997 prohibition on direct assistance to
the government, USAID has been the eighth
largest donor to Cambodia. USAID implements
family planning and reproductive health activities
through local nongovernmental organizations, with
an emphasis on strengthening their capacity.
National population policies in Cambodia affirm
the right of all women to have access to contra-
ception and emphasize birth spacing and safe
motherhood. A critical challenge facing Cambodia
is the explosive HIV/AIDS epidemic, which threat-
ens to undermine the development of the health
sector. To help meet that challenge, Cambodia is
one of only four countries (and the only one out-
side Africa) to be designated an HIV/AIDS “rapid
scale-up” country.
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Indicators
Population 13.1 Million
Urban 16%
Crude Birth Rate 28 per 1,000
Crude Death Rate 11 per 1,000
Annual Growth Rate 2.3%
Male: 81.8%

Adult Literacy Rate

Government Agency for Population Policy

Maternal Mortality Ratio

Births Attended by Trained Health Personnel

DHS Years

Source of Family Planning Supplies

Most Common Family Planning Method

Female: 58.0%

No responsible agency established

590 per 100,000 live births

34%

2000

N/A

Injectables
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USAID’s program in Cambodia traces its roots to
humanitarian assistance activities in support of noncom-
munist resistance groups. These activities began in
1986, and U.S. assistance accelerated sharply following
the 1991 signing of the Paris Agreements on a
Comprehensive Political Settlement of the Cambodia
Conflict. The organizational embodiment of this agree-
ment was the United Nations Transitional Authority in
Cambodia (UNTAC), the most complex and expensive
peacekeeping operation in United Nations history.
UNTAC’s prime mission was to create conditions for
free, fair, and open national elections, and it substantial-
ly fulfilled this mission. The 1993 elections resulted in
a fragile power-sharing agreement between the
Cambodian People’s Party (CPP), which had held
power during the entire period of Vietnamese occupa-
tion in the 1980s, and the National United Front for an
Independent, Neutral, Peaceful, and Cooperative
Cambodia (FUNCINPEC), the royalist party that won a
plurality of votes. National reconciliation was incom-
plete, however, and the phased cantonment, disarming,
and demobilization of the parties’ military forces did

not take place.

In July 1997, opposing forces of Second Prime Minister
Hun Sen of the CPP and First Prime Minister Norodom
Ranariddh of FUNCINPEC clashed violently while the
latter was out of the country. The fighting resulted in
Ranariddh’s ouster from power. In response, the United
States suspended about two-thirds of its $38 million
Cambodian aid program. Only activities that help meet
basic human needs (such as activities supporting mater-
nal/child health, HIV/AIDS prevention, assistance to
war and mine victims, and certain economic growth
programs) or that strengthen the democratic process and
respect for human rights were approved for continua-
tion. Legislative and policy restrictions remain in effect,
due in part to the controversial July 1998 elections and
despite the formation of a coalition government in
November 1998. The restrictions prohibiting direct
assistance to the government have yet to be lifted.
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The Mission Strategic Objective (SO) 2, Improved
Reproductive and Child Health, is supported by the fol-

lowing intermediate results (IRs):

IR 2.1:  Expanded supply of reproductive and
child health services

IR 2.2:  Increased access to reproductive and
child health services

IR 2.3:  Strengthened demand for reproductive

and child health services

Because of the prohibitions on direct assistance,
USAID’s strategy in the health sector has changed from
working with the Ministry of Health to developing and
strengthening the delivery of essential health care serv-
ices through indigenous and international organizations.
Nongovernmental organizations (NGOs) are increasing-
ly stepping forward to deliver services and provide
training, technical assistance, information exchange,
and advocacy support. USAID’s NGO partners have
increased the proportion of women seeking antenatal
care, provided high-quality care for obstetric complica-
tions in areas where none was available before, and
doubled contraceptive prevalence in areas where family
planning services have been made available. Using vil-
lage development committees, the NGOs have penetrat-
ed rural areas with high-impact child survival programs,
and they have trained 900 staff from 46 public health
centers in case management of childhood illnesses.
They have also promoted the micronutrient agenda
through educational materials and the launching of a

large-scale salt iodization program.

Southeast Asia’s HIV/AIDS epidemic is particularly
severe in Cambodia. Adult prevalence is estimated at
3.7 percent. The Cambodian government, the NGO
community, and international donors all recognize the
serious threat HIV poses to Cambodia’s fragile national
development. USAID/Cambodia began supporting
HIV/AIDS-related activities in 1996. Late in 2000,



Cambodia was identified as one of four “rapid scale-
up” countries under the Agency’s expanded response to
the global HIV pandemic.

USAID’s major partners are EngenderHealth, CARE
International, Helen Keller International, Partners for
Development, the Reproductive Health Association of
Cambodia, Population Services International, Family
Health International/IMPACT, International HIV/AIDS
Alliance/KHANA, and John Snow, Inc.

According to Sonia Correa’s Implementing ICPD:
Moving Forward in the Eye of the Storm, Cambodia’s
progress in reproductive health services is a direct result
of the 1994 Cairo International Conference on
Population and Development (ICPD). New national
population policies established after 1994 emphasize
birth spacing and safe motherhood instead of exclusive-
ly focusing on fertility control. They also include state-
ments on rights, and a progressive 1995 birth spacing
policy affirms the access of all women to contraceptives
as a right.

In 1998, a full-time minister was appointed to the
Ministry of Women'’s and Veterans’ Affairs. A five-year
program called Nearly Rattanak (“Women are Precious
Gems”) was launched on March 8, 1999, to examine
the status and rights of women nationwide and find
ways to bring women into the decision-making process.
The Ministry has established strategies to include gen-
der as a mainstream issue to be addressed in four areas
— education, reproductive health, economic empower-
ment, and legal protection. The Ministry has also estab-
lished mechanisms for monitoring the implementation
of these strategies nationwide. These mechanisms
include clear indicators and check boards to measure
the improvement of the status of women and girls in the

four areas.

Total development assistance to Cambodia has returned

to the pre-July 1997 level of about $450 million annual-
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ly. Before the 1997 aid suspension, the United States
was the second largest bilateral donor after Japan, but is
now the eighth largest, behind Japan, the World Bank,
the Asian Development Bank, the European Union, the
United Nations Development Programme, Australia,
and Germany. The United States is the only donor not
to have resumed bilateral aid, and its level of assistance
is only slightly above Sweden’s and the United
Kingdom’s. Most of the assistance from other donors is
directed at infrastructure projects, rural development,

poverty alleviation, and social sector spending.

Comments on this family planning/reproductive health
country brief were received from the Mission on
1/29/02.



Indicators and Trends

% Currently Married Women Using Family

Planning by Method, 2000

2000
Any Method 23.8
Traditional 53
Modern 18.5
Method Mix
Sterilization (F) 1.5 (M) 0.2
Pill 4.5
Monthly pill 2.7
Condom 0.9
Injectables 74
Implants 0.1
IUD 13

Data sources:

Population, % urban, crude birth and
death rates: Population Reference Bureau
(PRB) World Population Data 2001.
Annual growth rate: U.S. Bureau of the
Census, International Database, 2000.
Literacy rates: PRB Women of the World
Data 1998.

Maternal mortality ratio: Hill et al.
Estimates of maternal mortality for 1995:
WHO Bulletin, vol. 79, no. 3, 182-193.

Other indicators: DHS reports, most cur-
rent year if no year specified. Trend data
for TFR, CPR, and infant mortality may
include data from national census or other
source as reported in DHS. Infant mortali-
ty is reported for the 0- to 4-year period

before the survey.
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Indonesia

USAID began providing development assistance to
Indonesia in 1950 and remains one of the leading
bilateral health donors. Since the late 1970s,
Indonesia has made great progress in reducing
population growth and child mortality, due in part
to strong political commitment. USAID’s family
planning program in Indonesia currently focuses
on improving the quality and sustainability of serv-
ices in six provinces that hold more than 70 per-
cent of the national population. Challenges include
continuing political and economic crises that jeop-
ardize Indonesia’s long record of progress in
improving health services.
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Indicators
Population 206.1Million
Urban 39%
Crude Birth Rate 23 per 1,000
Crude Death Rate 6 per 1,000
Annual Growth Rate 1.7%
Male: 90%

Adult Literacy Rate

Government Agency for Population Policy

Maternal Mortality Ratio

Births Attended by Trained Health Personnel

DHS Years

Source of Family Planning Supplies

Most Common Family Planning Method

Female: 78%

National Family Planning
Coordinating Board

472 per 100,000 live births

43%

1987,1991,1994,1997

Public programs: 43%
Private sector:57%

Injectables




Spanning the trade routes between the Pacific and
Indian oceans, Indonesia is a key player in Asia’s eco-
nomic recovery and a major supplier of natural
resources. With the world’s fourth largest (and largest
Islamic) population, it is an important emerging market
for U.S. trade and investment but is now beset by polit-
ical uncertainty. The country is in the midst of a turbu-
lent transition from autocracy to democracy, from a
captive economy to free markets, from a command
state to civil society. While remarkable progress has
already occurred as part of these changes, it has often
been obscured by eruptions of violence, struggles for
power, and political and economic reversals.
Nonetheless, the impetus for reform continues to gath-
er strength. If it succeeds, it will reshape the pattern of
relations across the archipelago and transform the very
character of Indonesia’s governance, economy, and

international relations.

Indonesia’s multiple transitions require constructing
new political and economic systems and reconstructing
social relationships to ensure greater equity across
regions and between classes. A democratically elected
government (the first in 45 years) is in power and pur-
suing a reform agenda. People are asserting their rights.
Concerns over corruption and judicial performance are
receiving heightened attention. Political and fiscal
power is being decentralized and dispersed to subna-
tional units of government and to districts and cities
(although poor management of this process threatens a
decline in access to and quality of services). These
developments have been accompanied by dangerous
and potentially contagious sectarian and political vio-
lence that has displaced large numbers of people and

threatens the country’s fragile social balance.

After a protracted economic crisis (made worse by the
worst drought in 50 years), the economy has stabilized
and is showing modest signs of improvement. The cri-
sis, however, forced many people into near poverty. The
sharp decline in living standards has made many groups

more susceptible to political appeals based on religious

40

and sectarian sentiments, and a rise in food prices and
shortages of rice, cooking oil, and sugar were contribut-
ing factors in the May 1998 riots. Natural resources and

the environment are under relentless pressure.

The economic crisis also cut access to social services
and caused a decline in social welfare. Lowered
incomes have made health services unaffordable, and
budget constraints have reduced the government’s abili-
ty to provide services. Families now delay health care,
increasing morbidity and mortality. Increased poverty
has significantly worsened the nutritional status and the
health of vulnerable groups, particularly women and
children. The economic crisis and spread of sectarian
conflict have also increased threats to women’s security,

political status, and basic rights.

The effects of the economic crisis and political turmoil
have included increases in malnutrition, the severity of
illness among pregnant women and young children, and
use of traditional health practitioners. Sexually trans-
mitted diseases are on the rise, as a result of inadequate
condom use, delayed treatment, and an increase in pros-
titution to supplement reduced incomes. HIV/AIDS has
gained a foothold in Indonesia and has the potential to
spread rapidly due to migration patterns and the grow-
ing numbers of women and men engaging in commer-

cial sex.

The Mission Strategic Objective (SO) 8, Health of
Women and Children Improved, is supported by the fol-

lowing intermediate results (IRs):

IR 8.1:  Policy environment for reproductive and
child health improved

IR 8.2:  Health service systems strengthened to
improve access, quality, and sustainability

IR 8.3: Women, families, and communities

empowered to take responsibility for
improving health



The SO’s goal is to protect the health of the most vul-
nerable women and children by ensuring access to and
availability of comprehensive reproductive and child
health services and information. Particular emphasis is
placed on strengthening surveillance systems to respond
to the needs of the urban and rural poor, internally dis-
placed persons, and populations at risk for HIV/AIDS.

The health objective and strategy builds on existing
efforts to respond to the economic and political crises.
For the past two years, the program was concerned with
establishing surveillance systems to monitor the effects
of the crisis on nutrition and health and with preserving
the delivery of essential preventive health services to
the most vulnerable women and children. USAID also
provided development assistance funds to improve the
availability and use of family planning in 11 provinces
covering an estimated 75 percent of the population.
Child Survival and Disease funds have targeted mater-
nal and neonatal health services at the village level,
where only one in two pregnant women uses a trained
midwife for her delivery. They have also supported
activities to prevent micronutrient deficiencies and
improve child nutrition in five provinces and services to
prevent the transmission of HIV/AIDS and other STIs

in three major urban areas.

As Indonesia recovers from the economic crisis and as
democratization takes root, USAID’s health strategy
will evolve into a three-pronged approach that supports
the supply and demand aspects of health within the con-
text of decentralization. The approach will:

 Improve the enabling environment in accordance

with health reforms already underway

« Strengthen the capacity and commitment of the
Indonesian government and the private sector,
particularly at the district level, to meet the needs
of the people

 Help individuals and communities participate
more fully in building a healthy Indonesia by

deciding what quality health care means to them,
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by learning to demand these services from local-
ly elected representatives, and by improving their
own behaviors

USAID will focus its family planning efforts on
Jakarta, the three Javanese provinces, and North
Sumatra, South Sumatra, and Lampung provinces.
Together, these provinces contain 150 million people
(more than 70 percent of the total population) and high
levels of unmet need. Maternal and child health efforts
will focus on West Java province, with 42 million peo-
ple (20 percent of the total), and selected districts in
East and Central Java. A new program to reestablish
and maintain a decentralized preventive health outreach
system among displaced families returning home will
be initiated in Aceh province. HIV/AIDS efforts will
concentrate on 10 urban centers throughout the country,
with special emphasis on Papua, where HIV/AIDS is
spreading most rapidly. An initiative to improve the
health and well-being of street children will be imple-

mented in four major urban areas.

USAID’s major partners are Pathfinder International
and the Futures Group International (family planning);
Johns Hopkins University/Population Communication
Services (information, education, and communication
materials for family planning and overall health promo-
tion); Helen Keller International (nutrition and disease
surveillance, vitamin A promotion, and maternal
micronutrient supplementation); World Vision (emer-
gency health services among internally displaced per-
sons in two provinces and infant feeding programs in
major urban centers); and Family Health
International/Program for Appropriate Technology in
Health (PATH) (promoting HIV/AIDS prevention in

Irian Jaya).

For more than 30 years, Indonesia has devoted many of
its development programs to population-related issues. In
1967, President Suharto joined other heads of state in
signing the Declaration of the World Leaders, which rec-

ognized rapid population growth as an obstacle to eco-



nomic development. Since the late 1970s, the country
has achieved tremendous progress in reducing popula-
tion growth and child mortality. This progress was in
large part due to strong, centralized political commitment
to reducing fertility and under-five child mortality.
Another contributing factor to Indonesia’s success has
been community involvement in applying the principle
that family planning is more than simply controlling
births. The 1992 Legislative Act No. 10 explicitly
defined family planning as society’s effort to create
small, happy, and prosperous families through increasing
concern and support for delayed marriage, controlled

births, and improved family resilience and welfare.

In order to carry out its population policy, the govern-
ment has launched several programs that included fami-
ly planning as an important component. In less than
three decades, the policy has contributed to reducing
the fertility rate of the country by half and helped
improve family welfare. Nonetheless, the population is
still growing at a rate of 1.7 percent per year, and
maternal and neonatal mortality rates remain among the

highest in the region.

A healthy population is a critical prerequisite for build-
ing a democratic and prosperous Indonesia. Studies
suggest that infant mortality, a good indicator of the
overall quality of life, correlates strongly with political
instability and slow socioeconomic development. At
present, Indonesia’s political and economic crises are
concerns that threaten to undermine (if they have not
already) the country’s long record of progress in
improving health. Under the new decentralization laws,
249 regencies and 65 municipalities will receive new
responsibilities for planning, financing, and managing
health and family planning programs. It remains to be
seen, however, if the government can continue to
ensure that the health needs of the growing population
are met while it meets the imperatives of decentraliza-

tion and other political changes.
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USAID/Indonesia is one of the leading bilateral health
donors and has a close working relationship with all of
the major donors. USAID is a member of the Partners
in Health Working Group, a high-level advisory group
to the Minister of Health led by the World Bank,
UNICEEF, the Asian Development Bank (ADB), and
WHO. The World Bank and ADB have significant
investments in the “Social Safety Net” program, to
which they apply health tools and approaches devel-
oped by USAID. WHO is supporting reproductive
health policy and the national application of the
Integrated Management of Childhood Illness (IMCI)
protocol for child health case management, which is an
effective complement to USAID’s work at the district
and provincial levels. USAID is contributing to
UNICEF/government infant feeding programs at the
community level and to a UNICEF/government pro-
gram on iodine deficiency. UNICEF is also supporting
immunization, water and sanitation, and child rights.
UNFPA focuses on adolescent and reproductive health
and also addresses gender equity and violence against
women. The Australian Agency for International
Development is the only other bilateral donor working
on HIV/AIDS, and it also has a comprehensive
women’s health and family welfare program in the east-
ern islands. The Japanese International Cooperation
Agency is supporting an effort in South Sulawesi to
improve service delivery and health administration.
Other major donors and foundations in the health sector
include the Gates Foundation, the Turner Foundation,
the European Union, UNAIDS, and the German devel-
opment bank KfWw.

Comments on this family planning/reproductive
health country brief were not received from the

Mission or Country Coordinator.



Indicators and Trends

Contraceptive Prevalence and Total Fertility, 1987-1997
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1987 1991 1994 1997
1987 1991 1994 1997
CPR (% MWRA) 47.7 49.7 54.7 57.4
TFR (child/woman) 34 3.0 29 238
Infant Mortality Rate 68 57 46
(deaths/1,000 live births)
% Currently Married Women Using Family
Planning by Method, 1991-1997
1991 1997
Any Method 49.7 574
Traditional 2.6 2.7
Modern 47.1 54.7
Method Mix
Sterilization (F) 2.7 (M) 0.6 (F) 3.0 (M) 0.4
Pill 14.8 15.4
Condom 0.8 0.7
Injectables 1.7 21.1
Implants 3.1 6.0
IUD 13.3 8.1
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The percentage of MWRA at risk of preg-
nancy who do not want any more children
or want to postpone the next birth for two
years or more but who are not presently
using any method of contraception

Data sources:

Population, % urban, crude birth and
death rates: Population Reference Bureau
(PRB) World Population Data 2001.
Annual growth rate: U.S. Bureau of the
Census, International Database, 2000.
Literacy rates: PRB Women of the World
Data 1998.

Maternal mortality ratio: Hill et al.
Estimates of maternal mortality for 1995
WHO Bulletin, vol. 79, no. 3, 182-193.

Other indicators: DHS reports, most cur-
rent year if no year specified. Trend data
for TFR, CPR, and infant mortality may
include data from national census or other
source as reported in DHS. Infant mortali-
ty is reported for the 0- to 4-year period
before the survey.
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Philippines

The United States has provided assistance to the
Philippines since 1946. USAID is the largest donor
to the Philippines national family planning program
and as of 2000 had provided $143 million in assis-
tance in the population and health sector. Current
family planning activities focus on private sector
promotion and strengthening the government’s
capacity to deliver family planning services.
Challenges facing family planning efforts in the
Philippines include the Roman Catholic Church’s
opposition to modern contraceptive methods.

Indicators
Population 77.2 Million
Urban 47%
Crude Birth Rate 29 per 1,000
Crude Death Rate 6 per 1,000
Annual Growth Rate 2.1%
Male: 95%

Adult Literacy Rate

Government Agency for Population Policy

Maternal Mortality Ratio

Births Attended by Trained Health Personnel

DHS Years

Source of Family Planning Supplies

Most Common Family Planning Method

Female: 94%

Commission on Population

238 per 100,000 live births

56%

1993,1998

Public programs: 72%
Private sector: 28%

Traditional
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The Philippines has come through the Asian financial
crisis and a severe drought with limited adverse effects.
The country is growing again, although deeply
ingrained obstacles to sustainable growth remain. The
persistence and severity of these obstacles is highlight-
ed by the country’s slow growth compared with its
Asian neighbors. Over the past 30 years, the country’s
economic growth has lagged well behind not only the
“Asian tigers” but behind the less advanced economies

of the region as well.

Although the Philippines has lagged economically, its
democratic systems have demonstrated vibrancy and
resilience. USAID intends to pursue a more focused
strategy to promote competition and transparency, com-
bat corruption and cronyism, enhance donor coordina-
tion and collaboration, encourage environmentally sus-
tainable development, and employ market-based mech-
anisms to promote family planning and reforms in

health services delivery.

The Mission Strategic Objective (SO) 3, Reduced
Fertility Rate and Improved Maternal and Child Health,
is supported by the following intermediate results (IRs):

IR 3.1:  Increased public sector provision of
family planning/maternal and child

health (FP/MCH) services

IR 3.2:  National system strengthened to
promote and support the FP/MCH

program

IR 3.3:  Increased private sector provisions of

contraceptives and FP/MCH services

The Mission merged a Special Objective, Threat of
HIV/AIDS and Other Selected Infectious Diseases
Reduced, with SO 3 in 2001. It is supported by the follow-
ing IR: Knowledge, attitudes, and practices for
STD/HIV/AIDS prevention by high-risk groups increased.

The purposes of the health strategic objectives are to
reduce the fertility rate, improve maternal and child
health, and prevent the rapid increase of HIV/AIDS
and other infectious diseases. The approach is to work
with both the private and public sectors while build-
ing the government’s capacity to better provide health

care services.

In the private sector program, USAID has helped estab-
lish the FriendlyCare Foundation, Inc., a new private
foundation to accelerate provision of paid quality pri-
mary health care and family planning services to lower-
middle income groups. USAID is also assisting more
than 190 midwife clinics that provide FP/MCH services.

The public sector program is assisting the government’s
Contraceptive Interdependence Initiative to increase
funding of contraceptives and is working with the
Department of Health (DOH) toward self-reliance in
family planning service delivery. USAID is also helping
local government units provide quality FP/MCH servic-
es in public health facilities targeted at the poor.

USAID assists the DOH’s Health Sector Reform
Agenda through technical assistance to improve the
national health insurance program, provide fiscal and
management autonomy to government hospitals,
reestablish the district health system, and improve the
procurement and distribution of essential drugs and sup-

plies, including contraceptives.

USAID supports HIV/AIDS surveillance and education
activities in high-risk behavior in eight major cities.
The objective is to keep the HIV infection rate in the
general population below 3 percent.

The Philippines has the highest tuberculosis incidence
in Asia and the third highest in the world. USAID’s
approach focuses on controlling tuberculosis (and
malaria and dengue fever) by strengthening surveillance
and control capacity at all levels of the health system

and the control capacity of local government units.

USAID implements activities through the DOH, the
Commission on Population (POPCOM), local govern-



ments, and nongovernmental organizations (NGOs).
Major contractors include Management Sciences for
Health, the Futures Group International, Johns Hopkins
University, the Population Council, EngenderHealth,
Macro International, Deloitte Touche Tohmatsu, the

U.S. Bureau of the Census, and John Snow, Inc.

Before the 1994 Cairo International Conference on
Population and Development (ICPD), POPCOM and
the DOH were already defining their respective women-
oriented programs on population and family planning.
After ICPD and the 1995 Fourth World Conference on
Women, the DOH adopted a new Philippine Family
Planning Program with three components: an integrat-
ed family planning/maternal health program; a women’s
health/safe motherhood project; and strengthened man-
agement and field implementation, with a three-track

orientation in women’s health care.

In 1998, the DOH established a national structure for its
reproductive health program. A tentative system of
coordination between POPCOM and the service
provider DOH is also being established. The Philippine
Population Management Program was approved in
March 1999 and is in line with ICPD goals and objec-
tives as applied in the particular religious and cultural

context of the Philippines.

The redefined program has five components: reproduc-
tive health and family planning; population and devel-
opment; adolescent health and youth development; gen-
der and women’s development; and migration, popula-
tion, and environment. Program policies are in accord
with the Philippine constitution, which states: “Couples
have the responsibility to decide how many children to
have in accordance with their religious beliefs and the
demands of responsible parenthood.” The policies
stress shared responsibility between men and women in
achieving the desired number, spacing, and timing of
children. The policies represent a shift from a demo-
graphic target-centered approach to a client-centered,

integrated reproductive health approach.
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Institutionally, this shift has highlighted the important
role of civil society groups in implementing the new
program. This has led to viable partnerships with
NGOs. New operating frameworks guiding the work of
government agencies have also been adopted and are
geared towards the local community level. Nonetheless,
conditions at the local level remain far from the goal of
universal access to reproductive health services, in part
because the Philippines is predominantly Roman
Catholic, and the Church’s ban on birth control is at

odds with the program.

The major bilateral donors to the Philippines include the
United States, Australia, and Germany. USAID assis-
tance aims at promoting economic transformation in the
southern island of Mindanao, trade and investment,
health and family planning, environmental management,
and participation in public policy. It is also involved in
policy work in capital market development. The
Australian Agency for International Development mainly
supports rural income generation, 